Frailty has been a long-neglected topic in cardiac rehabilitation. There are several reasons why frail patients were not routinely seen -or rather not identified -in rehabilitation programmes:
. Frailty is a comparatively new concept to describe a ''biologic syndrome of decreased reserve and resistance to stressors, resulting from cumulative declines across multiple physiologic systems and causing vulnerability to adverse outcomes.'' 1, 2 The Baltimore conference on the physiologic basis of frailty in 1992 is widely regarded as the starting point for systematic clinical research into frailty. 3 At this conference frailty was defined as a clinical syndrome in which three or more of the following criteria were present: unintentional weight loss (5 kg in past year); self-reported exhaustion; weakness (grip strength); slow walking speed; and low physical activity. However, many definitions of frailty are now in circulation, and there is no real accepted and easily measurable gold standard for the characterisation of patients. Therefore, most rehabilitation institutions probably do not even know the percentage of frail patients among their customers. . Entry criteria for rehabilitation intervention studies mostly excluded frail patients because they have lower than required baseline exercise capacities or sarcopenia with impaired coordination or were above the age limit. Therefore, evidence-based rehabilitation programmes in frail patients are scarce. . In the past, frail patients were frequently regarded as too unfit for rehabilitation and sent to a nursing home rather than to exercise programmes. Additionally, geriatric rehabilitation units are not available in all healthcare systems. Just recently, over the last 5-10 years, an increased frequency of frail patients was seen in rehabilitation institutions due to innovations in cardiac interventions. The introduction of trans-femoral aortic valve implantation in clinical practice offered a causal therapy for patients who were not candidates for open heart surgery. The expansion of catheter-based structural heart disease interventions will continue to send more frail patients to post-intervention cardiac rehabilitation.
The position paper by Vigorito and colleagues from the Cardiac Rehabilitation Nucleus of the European Association for Preventive Cardiology in this issue of the European Journal of Preventive Cardiology is the first to address the important topic of frailty in the context of cardiac rehabilitation. The paper has two major aims:
1. To introduce the reader to the two major concepts in frailty, namely the phenotypic model introduced by Fried et al. 2 and the deficit accumulation model introduced by Mitnitsky et al. 4 These two models and the diagnostic tools associated with them are currently not well known among physicians and rehabilitation institutions. The paper is indeed a 'call to action' to actively look for the presence of frailty in admitted patients. Despite multiple publications on the impact of frailty on outcomes after surgical or percutaneous interventions -the position paper provides an excellent overview of the impact of frailty on outcomes after cardiovascular interventions -there are practically no publications relating frailty to the outcomes after cardiac rehabilitation as highlighted by Vigorito et al. This gap in our knowledge of the rehabilitation of the frail elderly and the lack of systematic, well-conducted studies to fill in this gap are perhaps the greatest challenges facing clinical research in cardiac rehabilitation for the next decade.
However, we would be short-sighted to only include rehabilitation programmes after cardiac events or interventions in our studies. An area with potentially equal or greater benefit is 'prehab', or the preconditioning of frail elderly patients before surgical or catheter-based interventions through exercise training. 5 This area could well lead to a major transformation of cardiac rehabilitation units, linking them much more closely with acute care hospitals than previously.
So what should you do to prepare yourself and your institution for the challenges ahead?
First, think of frailty as a routine assessment during your clinical examination of all patients, especially those above the age of 75 years. Have an easy-to-implement frailty screening tool in your pocket, such as the recommended Edmonton Frailty Scale or the Clinical Frailty Scale from the Canadian Study on Health and Aging (CSHA) study. 6, 7 Second, try to collect the number of frail patients at your institution in order to obtain an overview of the size of the challenge at your hospital. You may be surprised at what you find.
Third, novel interdisciplinary rehabilitation programmes need to be developed together with geriatricians, neurologists, dieticians and other specialists in the comorbidities that are frequently met in frail patients. These programmes will focus more on improving coordination and physical/cognitive functioning in order to improve the patient's ability to perform activities of daily living than on higher peak oxygen uptake.
Declaration of conflicting interests
The author(s) declared no potential conflicts of interest with respect to the research, authorship and/or publication of this article.
